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     = Yes, this is correct 

X     = No, this is incorrect/not present 

N/A = Not Applicable (if no paper 

encounter) 

 

Comments 

Medicaid 
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N/A N/A    N/A N/A Paid by Medicaid? Or rebilled if 

denied? 
Insurance 

 

 
 

       Paid by Insurance? 
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Key 

     = Yes, this is correct 

X     = No, this is incorrect/not present 

N/A = Not Applicable 

 

Comments 

Medicaid 

 

N/A 
N/A 

N/A N/A    N/A N/A Paid by Medicaid? Or rebilled if 

denied? 

Insurance 

 

 
 

       Paid by Insurance? 

Balance to Patient on SFS? 

(1)           

(2) 
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     = Yes, this is correct 

X     = No, this is incorrect/not present 

N/A = Not Applicable 

 

Comments 

Medicaid 

 

N/A 
N/A 

N/A N/A    N/A N/A Paid by Medicaid? Or rebilled if 

denied? 

Insurance 

 

 
 

       Paid by Insurance? 

Balance to Patient on SFS? 
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Updated 5/2020, 5/2021 

Telemedicine Billing 

Review 

 

Program: ___________ 
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Key 

     = Yes, this is correct 

X     = No, this is incorrect/not present 

N/A = Not Applicable 

 

Comments 

Medicaid 

 
N/A 

N/A 
N/A N/A    N/A N/A Paid by Medicaid? Or rebilled if 

denied? 

Insurance  

 

 

 
 

       Paid by Insurance? 

Balance to Patient on SFS? 
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340B Billing Review 
(3 Medicaid) 

 

Program: _________ 

Date Range: __________ 
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Key 

     = Yes, this is correct 

X     = No, this is incorrect/not present 

N/A = Not Applicable 

 

Comments 

Medicaid N/A 
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